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ABSTRACT
Background: In displaced populations, studies have shown that there are significant
associations between exposure to violence and reporting mental illness. There is little known
regarding this relationship in countries like Malaysia, which serves as a transitional point where
refugees wait to be resettled.
Objective: To assess the cross-sectional association of exposure to violence with mental health
status in the urban refugee and asylum-seeking population in Malaysia.
Methods: 286 self-identified refugees and asylum seekers, recruited by using time-location
sampling, were given interviewer-administered surveys, including questions regarding exposure
to violence and mental health symptoms. Multivariable logistic regression analyses were
performed to evaluate associations between exposure to physical violence, sexual violence, and
intimate partner violence and symptoms of anxiety, depression, and post-traumatic stress
disorder (PTSD), while adjusting for potential confounders.
Results: In multivariable analyses that adjusted for sex and country of origin, physical violence
was found to be associated with an increased odds of anxiety (OR, 5.67, 95% CI:, 1.99-16.14);
depression (OR, 5.31, 95% CI: 1.42-19.85); and post-traumatic stress disorder (PTSD) (OR,
4.83, 95% CI: 1.24-18.83). Intimate partner violence was found to be associated with an
increased odds of PTSD (OR, 4.55, 95% CI: 1.69-12.25).
Conclusions: There are significant associations between exposure to any physical violence and
anxiety, depression, and PTSD, and exposure to any intimate partner violence and PTSD,
offering insight to the relationship between violence exposure and mental health status within
the urban refugee and asylum-seeking population in Malaysia.

2

ACKNOWLEDGEMENTS
I would like to graciously thank Trena Mukherjee and Dr. Veena Pillai for entrusting me with the
ASR project. I am very thankful for Dr. Mayur Desai and Dr. Kaveh Khoshnood for their
insightful guidance, and for being patient with me throughout this process.
Also, shout-out to Sarah Householder and Alison Mosier-Mills for helping develop the ASR
survey before it came into my hands.
I am grateful for the clinic staff at ACTS (A Call to Service) and the Malaysian Social Research
Institute (MSRI) for working with our team during data collection. I am also so thankful for Dr.
Jeffrey Wickersham and Dr. Nicola Hawley for their continued encouragement and support
throughout the ASR project.
This project would not have been possible without funding and support from the Wilbur G.
Downs Fellowship, Yale School of Medicine: Office of Student Research, and the Yale
MacMillan Center: Program on Refugees, Forced Displacement, and Humanitarian Responses.
Lastly, I am so grateful for our research assistants, Hasnah, Hamid, Latifa, and Yasmin (our
ASR team!)—without them, none of this would have been possible.

3

TABLE OF CONTENTS
List of Tables………………………………………………………………………………………………5

Introduction……………………………………………………………………………………………...6-7

Methods………………………………………………………………………………………………..7-10

Results………………………………………………………………………………………………..11-12

Discussion……………………………………………………………………………………………12-15

Conclusions……………………………………………………………………………………………...15

References…………………………………………………………………………………………...17-19

Appendix……………………………………………………………………………………………..20-23

4

LIST OF TABLES
Table 1: Description of the Sample and Self-reported History of Experiencing Violence
Table 2: Factors Associated with Anxiety Status
Table 3: Factors Associated with Depression Status
Table 4: Factors Associated with PTSD Status

5

INTRODUCTION
Global instability, exacerbated by violent conflict, unstable states, and environmental
disasters, has resulted in an unprecedented level of forced displacement.1, 2 According to the
United Nations Higher Commissioner for Refugees (UNHCR), as a result of persecution,
conflict, or generalized violence, there were 68.6 million forcibly displaced individuals in 2017. 3
As of January 2019, there are over 164,640 refugees and asylum-seekers registered in
Malaysia. Of that population, nearly 90% are from Myanmar, and the rest are from other
countries, including Pakistan, Yemen, Syria, Somalia, Sri Lanka, Afghanistan, Iraq, and
Palestine.4 There are countless more asylum-seekers waiting for registration alone. Individuals
who have demonstrated need for international protection with the UNHCR are provided a
UNHCR card, signifying that they are under the protection of UNHCR. 4 This form of
identification may reduce the risk of arrest, and allow limited access to health services and
some support services from UNHCR and its partner organizations. However, this form of
documentation holds no formal legal value in Malaysia. Malaysia is not signatory to the 1951
Refugee Convention or its protocol, and it serves as a transitional point for refugees and asylum
seekers as they wait to be registered with UNHCR until they are legally resettled to other
countries.9-10 This waiting period can last up to decades and the lack of legal framework leaves
displaced populations without the right to seek gainful employment, proper access to the
healthcare system, education, and other human rights violations. With no refugee camps, most
are left to live in urban areas hidden amongst the population, commonly packed in high-rise
apartments located in densely populated areas.10 Migration raids are conducted frequently, and
urban refugees and asylum-seekers live in fear at risk of arrest, detention, and exploitation.9-10
Enduring factors before and after displacement have been found to be risk factors of
mental health in displaced individuals, including marginalization, socioeconomic disadvantage,
loss of social support, cultural bereavement, and difficulties with acculturation.12,28 Studies have
6

shown the significant mental health implications of living with the constant unpredictability of
one’s future.5-7 Additionally, researchers studying these populations have found displaced
populations to be extremely vulnerable to interpersonal violence, including war, intimate partner
violence, rape, and torture, prior to leaving home, while in transit, and throughout their
lifetimes.3,5,6 Prior studies done in displaced populations have shown significant associations
between exposure to violence and mental health status; particularly, pre-migration exposure to
violence was found to be a significantly associated with psychological distress in resettled
populations.19-25, 29 In fact, studies have shown that exposure to violence affects mental health
outcomes years after exposure, regardless of migrant status or country of origin. 26-29
Not only is there limited literature regarding the relationship between violence and
mental health in displaced populations, but also there are gaps in exploring these issues within
this transitional period before resettlement. In Kuala Lumpur, there is a limited number of nongovernmental and community-based organizations that serve the refugee population, and there
are even fewer that are able to provide adequate support in regards to their diversity and
cultural differences.30 Recently, a previous study reported high levels of emotional distress in
Afghan refugee women; however, there are no studies exploring these needs with different
countries of origin within the asylum-seeking population.31 Therefore, the objectives of this study
were to assess mental health outcomes with exposure to different types of violence in the
refugee and asylum-seeking populations within the context of displacement experiences unique
to urban Malaysia.

METHODS
Participant Recruitment
Participants were recruited using time-location sampling from three UNHCR-affiliated
refugee health clinics in Kuala Lumpur, Malaysia between July 2018 and September 2019. 14
7

Four-hour time-blocks were assigned to each clinic based on operating hours and room
availability, and time blocks were randomized every week using a random number generator.
These three clinics were selected because they provide a diverse research population that
allows for the assessment of the healthcare needs of multiple populations. Two of the clinics
primarily served refugee populations from Myanmar, while the third primarily served refugee
populations from the Middle East and North Africa, and Sub-Saharan Africa regions. Trained
research assistants would approach each patient individually and explain the study objective
and procedures to them. Patients were eligible to enroll if they were: aged 18 years or older;
able to give informed consent; self-identified refugee or asylum-seeker; and a registered patient
at one of the three clinics. Additional precaution was taken to reinforce to participants that all
responses were anonymous and participation in the study would not affect their case with the
UNHCR, their relationship with the clinics, or their appointments with the clinic doctors.

Data Collection
Surveys were interviewer-administered by trained, community-based research assistants
in the participant’s language of choice (Arabic, Burmese, English, Farsi, Rohingya, Somali, or
Urdu). Surveys lasted approximately 45-60 minutes, and all data was collected using Qualtrics
on tablet computers. Prior to any research activities, written consent was obtained in a private
area of the clinic. Consent forms were translated and checked by a third party through backtranslations in the appropriate languages. Surveys were either completed in a private area of
the clinic or scheduled to be completed in a private area within the community at a later date.
Surveys assessed sociodemographics, health literacy, existing health conditions, exposure to
violence, mental health symptoms, and healthcare utilization. All participants were compensated
10 RM (approximately $2.42 USD) for their time. This study was approved by the ethical review
committee at Yale University and underwent a rapid review by ethics experts in Malaysia.
8

Study Measures
There were three primary dependent variables, anxiety, depression, and post-traumatic
stress disorder (PTSD) symptomology. These variables were defined by using the Generalized
Anxiety Disorder 2-item (GAD-2), Patient Health Questionnaire-2 (PHQ-2), and the Primary
Care PTSD Screen (PC-PTSD).15-17 GAD-2 includes the following two questions: “Over the last
2 weeks, how often have you been bothered by the following problems: Feeling nervous,
anxious, or on edge” and “Not being able to stop or control worrying.” PHQ-2 includes the
following two questions: “Over the last 2 weeks, how often have you been bothered by the
following problems: Little interest of pleasure in doing things” and “Feeling down, depressed, or
hopeless.” For these measures, each question is scored on a scale of 0 meaning “Not at all” to
3 meaning “Nearly every day.” PC-PTSD included the following four questions: “In your life,
have you ever had any experience that was so frightening, horrible, or upsetting that in the past
month, you: 1. Have had nightmares about it or thought about it when you did not want to? 2.
Tried hard not to think about it or went out of your way to avoid situations that reminded you of
it? 3. Were constantly on guard, watchful, or easily startled? 4. Felt numb or detached from
others, activities, or your surroundings?” The participant would answer “yes” or “no,” and for
every “yes,” the participant was given 1 point. For each of these measures, patients who scored
a 3 or greater were considered to have screened positive for symptoms.
Independent variables were characterized by exposure to any physical violence, sexual
violence, and intimate partner violence. These multiple-choice questions were adapted from a
reproductive health assessment toolkit for conflict-affected women.18 Questions measuring
prevalence for any physical and sexual violence were defined as specific types of physical and
sexual violence perpetrated by individuals outside of their family throughout their lifetimes. If the
participant reported having been: physically hurt, such as slapped, hit, choked, beaten, or
9

kicked; threatened with a weapon of any kind; shot or stabbed; or detained against their will,
they were categorized as having experienced physical violence. If the participant reported
having been: subjected to improper sexual comments; forced to remove or stripped of clothing;
subjected to unwanted kissing or touching on sexual parts of body; or forced or threatened with
harm to make give or receive oral sex or have vaginal or anal sex, they were categorized as
having experienced sexual violence.
Among individuals who reported having a partner, intimate partner violence was
assessed by questions about having experienced physical or sexual violence by their partner in
the past year. If the participant reported having been: forbid from participating in community
activities; threatened with a weapon or himself; slapped, twisted arm, hit with fist, pushed,
kicked, choked; or threatened or forced to have sex, they were categorized as having
experienced intimate partner violence.
A broad range of correlates related to the study population’s displacement experience
and what may affect their mental health were examined, including sociodemographic
characteristics, country of origin, time spent in Malaysia, total time displaced, number of people
in the household, and UNHCR registration status were recorded. Sociodemographic
characteristics included age, sex, marital status, and highest level of education completed. Age,
time spent in Malaysia, total time displaced, and number of household members were
categorized, and these categories were chosen based on the distribution of the data.

Statistical Analysis
We used descriptive statistics to summarize the characteristics of the sample. We then
determined the association between each of the sample characteristics and form of violence
using Pearson’s chi-squared test. Next, we assessed bivariate associations between the
independent variables and mental health outcomes for anxiety, depression, and PTSD using
10

Pearson’s chi-squared test. We then performed a multiple logistic regression analysis to
examine associations between any physical violence, sexual violence, and intimate partner
violence and each of the mental health outcomes, while controlling for the correlates noted
above. All independent variables significantly associated with the outcome at the p<0.10 level in
bivariate analyses were initially entered into the model, and then we used a backward
elimination strategy (retaining variables significant at the p<0.05 level) to derive the most
parsimonious model. All data analysis was completed using SAS version 9.4 (SAS Institute Inc.,
Cary, NC, USA).

RESULTS
Characteristics of the study sample and prevalence of violence exposure are
summarized in Table 1. 52.6% of the participants were aged 30 to 49 years at their interview,
followed by 28.1% aged 18 to 29, and 19.3% 50 to 80. 66.8% of the respondents were women,
and 70.3% were married. 47.9% reported having no formal education. Most of the respondents
were from Afghanistan (38.1%) and Myanmar (38.1%), then Somalia with 14.3%, with the rest
being from Pakistan, Palestine, Syria, Iraq, and Sudan (9.4%). A great majority of the
participants had been displaced 0 to 10 years (81.0%), and 81.8% had been registered with
UNHCR. About half of the participants had been in Malaysia for 0 to 3 years (50.2%). 53.4% of
participants reported living with 6 to 10 individuals in their home.
As shown in Table 1, higher rates of physical violence were generally reported by older
individuals aged 50-80 years, men, individuals from Myanmar, displaced 11-25 years, and had
spent 8+ years in Malaysia (p<0.05). Higher rates of sexual violence were generally reported by
men, individuals from Myanmar, and individuals who had spent 8+ years in Malaysia (p<0.05).
Higher rates of intimate partner violence were generally reported by women and individuals from
Afghanistan (p<0.05). Sex and country of origin were significant for all forms of violence. For
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both physical and sexual violence, men (50.0% and 16.5%, respectively) reported higher rates
than women (6.4% and 5.2% respectively); however, for intimate partner violence, women
(29.3%) reported higher rates than men (2.2%). 42.2% of individuals from Myanmar reported
higher rates of physical violence compared to Somalia (20.5%) and other countries (11.5%). For
sexual violence, 16.7% of individuals from Myanmar reported the highest rate of physical
violence, compared to Afghanistan (2.2%) and Somalia (10.5%). On the other hand, individuals
from Afghanistan (27.1%) reported the highest rates of intimate partner violence compared to
individuals from Myanmar (22.6%), Somalia (7.5%), and other countries (3.7%).
For all of the mental health outcomes described in Tables 2-4, mental health symptoms
for anxiety, depression, and PTSD were significantly associated with sex and country of origin.
Therefore, the logistic regression models were adjusted for those variables of interest.
Specifically, in reference to individuals from Afghanistan, those from Myanmar, Somalia, and
other countries were associated with a decreased odds of showing symptoms of anxiety,
depression, or PTSD (p<0.05). Also, women consistently showed an association with increased
odds of showing mental health symptoms (p<0.05).
Table 2 describes associations between exposure to any physical violence, sexual
violence, and intimate partner violence with anxiety. In the unadjusted analyses, history of
physical violence and intimate partner violence were significantly associated with anxiety, and
sexual violence was marginally significant at p=0.0508. In the adjusted analyses, the adjusted
odds ratio for physical violence increased from 2.32 to 5.67, while there were no independent
effects found for sexual violence and intimate partner violence. Table 3 describes associations
between exposure to any physical violence, sexual violence, and intimate partner violence with
depression. In the unadjusted analyses, history of intimate partner violence was significantly
associated with depression. In the adjusted analyses, the adjusted odds ratio for intimate
partner violence decreased to 1.21, and was no longer significant; on the other hand, the
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adjusted odds ratio for physical violence went up to 5.31, and became significantly associated
with depression. There were no independent effects for sexual violence. Table 4 describes
associations between exposure to any physical violence, sexual violence, and intimate partner
violence with PTSD. In the adjusted analyses, history of physical violence and intimate partner
violence were significantly associated with PTSD. In the adjusted analyses, the adjusted odds
ratio for physical violence increased to 4.83 and the adjusted odds ratio for intimate partner
violence increased to 4.55, while there was no independent effect found for sexual violence.

DISCUSSION
While associations between self-reported violence exposure and mental health
outcomes have been previously described in resettled displaced populations, to our knowledge,
this is the first study to examine associations between mental health outcomes and exposure to
violence for displaced individuals before resettlement. 32 Additionally, there are no studies that
have been done in urban Malaysia that examines these effects comparing within the ethnically
diverse refugee and asylum-seeking population. It should be noted that our violence measures
for history of physical and sexual violence were defined as being perpetrated by individuals
outside of their family throughout their lifetimes; therefore, issues in regard to these types of
violence are even greater than captured by these measures. Our findings suggest that exposure
to physical violence is associated with an increased odds of symptoms of anxiety, depression,
and PTSD. It was also found that intimate partner violence was associated with a significantly
increased likelihood of exhibiting symptoms of PTSD. Previous studies done in resettled
populations have found exposure to violence to be a key risk factor for mental disorders, and a
systematic review suggests that refugees exposed to violence have higher rates of mental
disorders, including anxiety, depression, and PTSD, than those not exposed to violence. 21,29
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In our study, it was also found that intimate partner violence was significantly associated
with an increased likelihood of exhibiting PTSD, but not anxiety or depression. One possible
explanation for this inconsistency could be that experiences of intimate partner violence (IPV)
have been found to not consistently correlate with experiences of conflict-related violence.32
Although a study found both conflict-related violence and experiences of IPV to be
independently associated with depression and PTSD, another study found that past-year IPV
but not conflict-related violence was associated with PTSD, which is consistent with our
findings.34-35
Additionally, across all mental health outcomes, women were shown to be significantly
more affected than men, which is consistent with existing literature.29 In Malaysia, among
women with employment in the informal sector, it was reported that they were more likely to
experience gender-based violence.36 However, in our study, there was a higher prevalence of
men who reported history of experiencing sexual violence than women.
For all three outcomes, the effect of physical violence strengthened substantially in the
multivariable model. This was explained by the negative confounding effect of country of origin.
Specifically, Afghanis consistently reported the highest levels of mental health symptoms and
yet no prior history of physical violence, thus initially masking the effect of physical violence.
Across all mental health outcomes, in reference to participants from Afghanistan, those from
Myanmar, Somalia, and other countries have significantly decreased odds of experiencing
symptoms. Further analyses must be conducted regarding this data to explore reasons as to
why Afghan individuals were more significantly affected in comparison to individuals exposed to
any violence from other countries. A previous study regarding Afghan women in Malaysia
showed that emotional distress was high, pointing to a need for increased attention to mental
wellbeing among refugees residing in Kuala Lumpur; however, there exists no studies
comparing levels of emotional distress with refugees from Myanmar, as they have similar
14

experiences in navigating difficulties in obtaining jobs and maintaining a sufficient income. 30,37
The effect of ethnic origin on mental health has been assessed in several studies with refugee
children; though there were mixed findings, indicating that refugees from different countries or
origin have different types and duration of pre-migration exposure to violence, along with
cultural differences in responding to distressing occurrences. 27 A previous study raised the
importance of accounting for heterogeneity within different ethnic groups in the Afghan
population as well.37 Heterogeneity of refugee populations warrants careful attention in terms of
need. Knowledge from our study could provide information concerning the mental health needs
of these communities, guiding non-governmental organizations and community-based services
to tailor and develop culturally-sensitive resources for the refugee and asylum-seeking
population in Kuala Lumpur. Culturally-specific group interventions or initiatives to alleviate the
burden of mental health, stressors that come from being displaced, and being exposed to
violence.40
Refugees residing temporarily in a country of first asylum is increasingly common, and
over time, there are fewer and fewer opportunities for resettlement to a third country. As of
2019, across the globe, it is projected that 1.4 million individuals will be in need of resettlement,
which is a 17% increase from the previous year; Malaysia is among the top 5 countries that
have submitted asylum claims for resettlement.39 While the Malaysian government has made
strides in allowing UNHCR to operate, additional protections and benefits could be provided for
refugees and asylum-seekers, especially for those that are not registered. There is still an
imminent need for increased access to health services and protection (e.g., greater vulnerability
to sexual and physical violence when women and men walk home at night after late shifts at
work in the informal sector).10 In Malaysia, rights advocates have been emphasizing finding the
best ways to help refugees caught in limbo, utilizing the contributions they already make to the
societies that have become their homes. Above all, more countries should offer permanent
15

resettlement opportunities, partnering with international non-governmental organizations and
transitional countries in order to work towards mitigating health disparities for displaced
individuals.

Limitations
In interpreting these findings, certain limitations of our study should be considered. Our
study relied on cross-sectional data, restricting our ability to infer the causal directions
underlying the observed associations. Because our sample was recruited from the patient
population, our sample many not be representative of the entire refugee and asylum-seeking
population. Rather, they are representative of care-seeking populations. Men working in the
informal sector were less likely to be at most operating clinic hours; therefore, only 33.2% of our
sample had men, whereas men represent 67% of registered refugees and asylum-seekers in
Malaysia .8

CONCLUSIONS
Despite its limitations, this study offers insight regarding associations between violence
exposure and mental health outcomes in a population of displaced individuals waiting to be
resettled. The significance of the associations between exposure to any physical violence and
anxiety, depression, and PTSD, and exposure to any intimate partner violence and PTSD
indicate a need to improve existing mental health resources in this community. This also raises
questions about the differences between the nature of certain types of violence and their
relationships to specific mental health conditions. Country of origin acting as a negative
confounder for the positive relationship between exposure to any violence and mental health
outcomes raises further questions, and more in-depth analyses of our data is needed to better
explain why individuals from Afghanistan were reporting higher rates of psychological distress,
16

despite their given violence exposure history, in comparison to participants Myanmar, Somalia,
Sri Lanka, Iraq, and Palestine. Refugees in Malaysia are forced to put their lives on hold without
access to proper healthcare. A growing body of research that have examined the complex
relationship between violence exposure and daily stressors to mental health status have
proposed a model in which stressors partially mediate the relationship of violence exposure to
mental health, and an integrative, sequenced intervention addresses the stressors first.40 e.
Moreover, further studies should assess the effects of cultural differences within the diverse
refugee and asylum-seeking population. Additionally, understanding the timing of when the
violence was experienced and who perpetrated the violence will add another depth to the
findings from this study, adding nuances to literature regarding how exposure to violence is
experienced affects mental health throughout one’s lifetime. As this data was also collected,
further analyses will be performed. Moreover, further studies should assess effects of cultural
differences within the diverse refugee and asylum-seeking population.
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APPENDIX
* Numbers may not sum to 286 due to missing data, and percentages may not sum to 100% due

to rounding.
Table 1: Description of the Sample and Self-reported History of Experiencing Violence
Characteristic
Age
18-29
30-49
50-80
Sex
Female
Male
Marital Status
Married
Never or
previously married
Education Attained
None
Some schooling
Secondary
University+
Country of Origin
Afghanistan
Myanmar
Somalia
Other
Years Displaced
0-10
11-25
26+
Registered with
UNHCR
Yes
No
Years in Malaysia
0-3
4-7
8+
Household Size
1-5
6-10
11+

N(%)*

80(28.1)
150(52.6)
55(19.3)
191(66.8)
95(33.2)
201(70.3)
85(29.7)

137(47.9)
64(22.4)
63(22.0)
22(7.7)
109(38.1)
109(38.1)
41(14.3)
27(9.4)
218(81.0)
28(10.4)
23(8.6)

234(81.8)
52(18.2)
143(50.2)
104(36.5)
38(13.3)
120(43.0)
149(53.4)
10(3.6)

Physical Violence
(n/N%)
p=0.0417
18/78(23.1)
22/134(16.4)
17/51(33.3)
p=<.0001
11/172(6.4)
46/92(50.0)
p=0.7815
38/180(21.1)
19/84(22.6)

Sexual Violence
(n/N%)
p=0.6006
8/77(10.4)
10/134(7.5)
6/51(11.8)
p=0.0026
9/172(5.2)
15/91(16.5)
p=0.4444
18/179(10.1)
6/84(7.1)

IPV
(n/N%)

p=0.0621
25/127(19.7)
20/59(303.9)
9/58(15.5)
3/20(15.0)
p=<.0001
0/90(0.00)
46/109(42.2)
8/39(20.5)
3/26(11.5)
p=0.0346
49/202(24.3)
8/26(30.8)
0/19(0.0)
p=0.6095

p=0.1882
11/125(8.8)
9/60(15.0)
2/58(3.5)
2/20(10.0)
p=0.0015
2/90(2.2)
18/108(16.7)
4/38(10.5)
0/27(0.00)
p=0.1954
19/202(9.4)
4/25(16.0)
0/19(0.0)
p=0.5721

p=0.0926
36/136(26.5)
9/59(15.3)
8/63(12.7)
4/22(18.2)
p=0.0072
29/107(27.1)
24/106(22.6)
3/40(7.5)
1/27(3.7)
p=0.9592
42/213(19.7)
5/27(18.5)
5/23(21.7)
p=0.9448

46/219(21.0)
11/45(24.4)
p=<.0001
15/133(11.3)
24/93(25.8)
18/37(48.7)
p=0.1783
20/111(18.0)
32/137(23.4)
0/9(0.0)

19/219(8.7)
5/44(11.4)
p=0.0039
6/133(4.5)
10/93(10.8)
8/36(22.2)
p=0.0536
5/111(4.5)
17/136(12.5)
00/9(0.0)

47/230(20.4)
10/50(20.0)
p=0.9174
30/140(21.4)
20/103(19.4)
7/36(19.4)
p=0.5290
22/119(18.5)
31/145(21.4)
3/9(33.3)

p=0.3453
17/79(21.5)
33/147(22.5)
7/53(13.2)
p=<.0001
55/188(29.3)
2/92(2.2)
p=0.6739
41/195(21.0)
16/85(18.8)
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Table 2: Factors Associated with Anxiety Status
Characteristic

Any Physical Violence
Yes
No
Any Sexual Violence
Yes
No
Any IPV
Yes
No
Age
18-29
30-49
50-80
Sex
Female
Male
Marital Status
Married
Unmarried
Education Level
None
Some schooling
Secondary
University+
Country of Origin
Afghanistan
Myanmar
Somalia
Other
Years Displaced
0-10
11-25
26+
Registered with
UNHCR
Yes
No
Years in Malaysia
0-3
4-7
8+
Household Size
1-5
6-10
11+

N(%)*

% Anxiety

57(21.8)
204(78.2)

41(71.9)
107(52.5)

24(9.2)
236(90.8)

18(75.0)
128(54.2)

56(20.1)
222(79.9)

40(71.4)
119(53.6)

80(28.4)
147(52.1)
55(19.5)

44(55.0)
85(57.8)
34(61.8)

188(66.4)
95(33.6)

111(59.0)
53(55.8)

198(70.0)
85(30.0)

124(62.6)
40(47.1)

135(47.7)
63(22.3)
63(22.3)
22(7.8)

82(60.7)
39(61.9)
30(47.6)
13(59.1)

109(38.5)
108(38.2)
39(13.8)
27(9.5)

77(70.6)
72(66.7)
7(18.0)
8(29.6)

216(81.2)
27(10.1)
23(8.7)

127(58.8)
14(51.9)
11(47.8)

231(81.6)
52(18.4)

130(56.3)
34(65.4)

143(50.2)
103(36.5)
36(12.8)

80(55.9)
64(62.1)
20(55.6)

119(43.1)
148(53.6)
9(3.3)

71(59.7)
86(58.1)
3(33.3)

p-value

0.0087
0.0508
0.0160
0.7330
0.6006
0.0150
0.3072
<0.0001
0.5054
-

0.2294
0.5892
0.3037
-

Unadjusted OR
(95% CI)

Adjusted OR
(95% CI)
N=255

2.32(1.23-4.40)
1.00

5.67(1.99-16.14)
1.00

2.53(0.97-6.60)
1.00

1.21(0.35-4.12)
1.00

2.16(1.44-4.09)
1.00

1.33(0.63-2.81)
1.00

1.00
1.12(0.65-1.94)
1.33(0.66-2.67)
1.14(0.69-1.88)
1.00

2.77(1.30-5.93)
1.00

1.89(1.13-3.15)
1.00
1.00
1.05(0.57-1.94)
0.59(0.32-1.07)
0.93(0.37-2.34)
1.00
0.83(0.47-1.48)
0.09(0.04-0.23)
0.18(0.07-0.44)

1.00
0.49(0.24-0.99)
0.05(0.02-0.16)
0.17(0.06-0.47)

1.00
0.76(0.34-1.68)
0.64(0.27-1.52)

0.68(0.36-1.28)
1.00
1.00
1.29(0.77-2.17)
0.98(0.47-2.05)
1.00
0.94(0.57-1.53)
0.34(0.08-1.42)
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Table 3: Factors Associated with Depression Status
Characteristic

Any Physical Violence
Yes
No
Any Sexual Violence
Yes
No
Any IPV
Yes
No
Age
18-29
30-49
50-80
Sex
Female
Male
Marital Status
Married
Unmarried
Education Level
None
Some schooling
Secondary
University+
Country of Origin
Afghanistan
Myanmar
Somalia
Other
Years Displaced
0-10
11-25
26+
Registered with
UNHCR
Yes
No
Years in Malaysia
0-3
4-7
8+
Household Size
1-5
6-10
11+

N(%)*

% Depression

57(21.8)
205(78.2)

11(19.3)
46(22.4)

24(9.2)
237(90.8)

4(16.7)
51(21.5)

56(20.1)
222(79.9)

20(35.7)
45(20.3)

80(28.3)
148(52.3)
55(19.4)

18(22.5)
40(27.0)
8(14.6)

189(66.6)
95(33.5)

51(27.0)
15(15.8)

199(70.1)
85(29.9)

49(24.6)
17(20.0)

135(47.5)
64(22.5)
63(22.2)
22(7.8)

32(23.7)
13(20.3)
14(22.2)
7(31.8)

109(38.4)
108(38.0)
40(14.1)
27(9.5)

45(41.3)
15(13.9)
3(7.50)
3(11.1)

217(81.3)
27(10.1)
23(8.6)

51(23.5)
5(18.5)
2(8.70)

232(81.7)
52(18.3)

51(22.0)
15(28.9)

143(50.5)
103(36.4)
37(13.1)

38(26.6)
25(24.3)
3(8.11)

119(43.0)
148(53.4)
10(3.6)

24(20.2)
39(26.4)
1(10.0)

p-value

0.6112
0.5786
0.0147
0.1707
0.0351
0.3982
-

Unadjusted OR
(95% CI)

Adjusted OR
(95% CI)
N=255

0.83(0.40-1.72)
1.00

5.31(1.42-19.85)
1.00

0.73(0.24-2.23)
1.00

0.66(0.17-2.60)
1.00

2.19(1.16-4.13)
1.00

1.21(0.54-2.71)
1.00

1.00
1.28(0.67-2.41)
0.59(0.24-1.46)
1.97(1.04-3.73)
1.00

3.22(1.30-7.99)
1.00

1.31(0.70-2.43)
1.00

0.7368
<.0001
0.2390
0.2895

1.00
0.82(0.40-1.70)
0.92(0.45-1.88)
1.50(0.56-4.01)

0.0582
0.2979
-

0.70(0.35-1.37)
1.00

1.00
0.23(0.12-0.45)
0.12(0.03-0.40)
0.18(0.05-0.63)

1.00
0.14(0.06-0.35)
0.05(0.01-0.27)
0.16(0.04-0.61)

1.00
0.74(0.27-2.05)
0.31(0.07-1.37)

1.00
0.89(0.49-1.59)
0.24(0.07-0.84)
1.00
1.42(0.79-2.53)
0.44(0.05-3.64)
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Table 4: Factors Associated with PTSD Status
Characteristic

Any Physical Violence
Yes
No
Any Sexual Violence
Yes
No
Any IPV
Yes
No
Age
18-29
30-49
50-80
Sex
Female
Male
Marital Status
Married
Unmarried
Education Level
None
Some schooling
Secondary
University+
Country of Origin
Afghanistan
Myanmar
Somalia
Other
Years Displaced
0-10
11-25
26+
Registered with
UNHCR
Yes
No
Years in Malaysia
0-3
4-7
8+
Household Size
1-5
6-10
11+

N(%)*

% PTSD

57(21.8)
205(78.2)

9(15.8)
78(38.1)

24(9.2)
237(90.8)

5(20.8)
81(34.2)

56(20.1)
222(79.9)

33(58.9)
64(28.8)

80(28.3)
148(52.3)
55(19.4)

33(41.3)
51(34.5)
14(25.5)

189(66.6)
95(33.5)

76(40.2)
22(23.2)

199(70.1)
85(29.9)

71(35.7)
27(31.8)

135(47.5)
64(22.4)
63(22.2)
22(7.8)

50(37.0)
16(25.0)
22(34.9)
10(45.5)

109(38.4)
108(38.0)
40(14.1)
27(9.5)

76(69.7)
11(10.2)
6(15.0)
5(18.5)

217(81.3)
27(10.1)
23(8.6)

71(32.7)
10(37.0)
6(26.1)

232(81.7)
52(18.3)

75(32.3)
23(44.2)

143(50.5)
103(36.4)
37(13.1)

59(41.3)
37(35.9)
2(5.41)

119(43.0)
148(53.4)
10(3.6)

41(34.5)
54(36.5)
2(20.0)

p-value

0.0016
0.1851
<.0001
0.1656
0.0043
0.5252
0.2495
-

Unadjusted OR
(95% CI)

Adjusted OR
(95% CI)
N=255

0.31(0.14-0.66)
1.00

4.83(1.24-18.83)
1.00

0.51(0.18-1.41)
1.00

0.85(0.17-4.26)
1.00

3.54(1.93-6.50)
1.00

4.55(1.69-12.25)
1.00

1.00
0.75(0.43-1.31)
0.49(0.23-1.03)
2.23(1.28-3.90)
1.00

2.77(1.18-6.56)
1.00

1.19(0.69-2.05)
1.00
1.00
0.57(0.29-1.10)
0.91(0.49-1.70)
1.42(0.57-3.52)

<.0001
0.7091
0.1027

1.00
0.05(0.02-0.10)
0.08(0.03-0.20)
0.10(0.03-0.28)

0.0002
0.5633
-

0.60(0.33-1.11)
1.00

1.00
0.02(0.01-0.06)
0.04(0.01-0.13)
0.08(0.03-0.27)

1.00
1.21(0.53-2.78)
0.73(0.27-1.92)

1.00
0.80(0.47-1.35)
0.08(0.02-0.35)
1.00
1.09(0.66-1.81)
0.48(0.10-2.34)
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